The relatively large prevalence of Latinos in Arizona's and California's populations suggests that they are appropriate locations to examine our research questions. According to the 
Study 1 -Arizona Method
Arizona's Department of Corrections regularly publishes records of many of its offender population demographics (i.e., ethnicity, age, gender, etc.) . However, like other states we contacted, it does not regularly publish a breakdown of inmates with mental health needs by their ethnicity. In response to our inquiry, the Department delivered a table with aggregate information (R. Wilkins, personal communication, April 8, 2014 ) from which we were able to analyze expected and observed frequencies of offenders from ethnic minorities within the offenders who have an identified mental health need.
Arizona policies regarding mental health follow a needs-based level system. All offenders' medical and mental health records are reviewed upon arrival to a new complex.
Offenders who have no history of mental health issues, and those with only past treatment are not regularly monitored by mental health staff, but are entitled to mental health services if requested or if clinical staff deem them necessary. Offenders who have current mental health needs must meet with a psychiatrist at least once every 90 days. Other mental health staff members who make diagnostic decisions are masters-or doctoral-level professionals with degrees in mental health-related fields, and all staff in a supervisory role must conduct periodic peer reviews of supervisees' decisions and documentation. They are either licensed to practice in the State of Arizona, or are supervised by licensed professionals (Arizona Department of Corrections, 2014).
Sample. The data Arizona delivered comprise all adult offenders incarcerated in prison (not parolees or probationers) who were identified as having mental health needs as of March 31, 2014 (N = 10,664) . Inmates were defined as having mental health needs if they were designated into one of four categories by mental health or medical staff: (a) "inmates in acute distress who may require substantial intervention in order to remain stable," (b) "inmates who may need regular intervention but are generally stable and participate with psychiatric and psychological interventions," (c) "inmates who need infrequent intervention and have adequate coping skills to manage their mental illness effectively and independently," and (d) "inmates who have been recently taken off of psychotropic medications and require follow up to ensure stability over time" (Arizona Department of Corrections, 2014, pp. 17-18) .
Results
Arizona's records indicate that its prison population (N = 41,363) was 13.2% African American, 40.5% Latino, 39.5% European American, and 5.0% Native American in early 2014 (Arizona Department of Corrections, 2014, February) . With all else being equal, we would expect to find these same proportions of ethnicities among the offenders who have mental health needs. In other words, assuming no disparity related to ethnicity, approximately 13% of Arizona offenders with mental health needs should be African American, 40% should be Latino, and so on. After calculating the expected frequencies of each ethnicity within the offenders with mental health needs (Table 1) , a chi-square analysis concluded that the expected frequencies were significantly different from the observed frequencies, χ 2 (4) = 513.46, p < .001. In sum, European Americans were found with greater frequency than expected among the inmates with mental health needs (standardized residual = 14.0) but Latino offenders were found with lower frequency than expected (standardized residual = -15.5). African Americans were found with somewhat higher frequency (standardized residual = 6.7), and Native Americans were found with less frequency among inmates with mental health needs as they are within the general prisoner population (standardized residual = -5.3). These findings will be discussed with those from the California data, following their analysis.
[Insert Table 1 The vast majority of parolees with a mental illness were identified in prison because they received mental health services and/or were evaluated as mentally ill during a face-to-face assessment prior to release. In a few instances, the supervising parole agent noticed signs of potential mental disorder and referred the parolee for further evaluation. For the present study, we categorized a prisoner as having a mental illness if he or she (a) was designated to supervision including mental health treatment or (b) was clinically diagnosed (i.e., an Axis I mood, psychotic, or anxiety disorder as defined by the DSM-IV) but had no treatment designation.
Regarding age and gender, we found that parolees with a mental disorder were slightly older than parolees without a mental disorder, t (44, 985) = 19.74, p < .001, d = .23, 95% CI [17.78, 22 .38] and were significantly more likely to be female, χ 2 (1)= 339.2, p < .001, φ = .09 (Table 2) .
Examining mental health showed that, overall, 20.4% (n = 9,177; Table 2 ) of California prisoners were identified as having a mental illness; the majority of whom were given a mental health designation by the State's Department of Corrections and Rehabilitation (20.2% of the total sample). Parolees with a mental disorder were more likely to be European American or African American, and less likely to be Latino than non-disordered parolees, χ 2 (3) = 1389.3, p <
.001, Cramér's V = .18. That is, whereas 42.2% (n = 18,985) of the entire California parolee population was Latino, only 25.9% of those identified as having a mental disorder were Latino.
On the other hand, 41.0% of parolees with mental disorder were European American, even though European Americans made up only 31.3% (n = 14,081) of the entire sample.
[Insert Table 2 about here.]
Discussion
Offenders with mental illness and ethnic minority offenders are overrepresented in the prison population, but treatment is legally mandated to be free of discrimination; as such, it is important to determine whether offenders with mental health needs are identified without regard to ethnicity while in prison. Given that Latinos' mental illness prevalence rates are at least equal to those of European Americans (Kessler et al., 1994) , with all else being equal we would expect to find a similar pattern in the ethnic makeup of offenders with mental illness. According to the data we obtained from two states, European Americans and African Americans were overrepresented among offenders with mental illness, whereas Latinos were underrepresented (also see U.S. Department of Justice, 1999) . This indicates that all else is not equal regarding ethnicity and mental illness for incarcerated offenders.
Differences Between Offenders With and Without Mental Illness
The data available suggest that there are ethnicity-based differences in the proportions of offenders who are identified as having mental health needs. These differences are concerning, and have several implications for corrections and future research. The challenge now is to determine where the inequity originates. There are several potential explanations for our findings, none of which can be answered with the current state of the literature or these data. We offer these possibilities to encourage future research on this important issue.
Before incarceration.
It is possible that elements taking place before incarceration explain the fact that we found fewer Latino offenders with mental illness than expected. There are numerous factors that influence the likelihood of an individual to be arrested and incarcerated, and these affect ethnic minorities disproportionately. For example, poverty has been linked with increased crime (see Hipp & Yates, 2011 , for a review) and may also lead to inadequate legal representation (e.g., Bright, 2010). Meager legal representation, in turn, may lead to a higher proportion of Latino persons without mental illness being incarcerated than is found in other ethnicities, thus explaining the mental illness underrepresentation that we found.
However, this is an unlikely explanation for at least two reasons. First, Latinos face rates of poverty that are similar to African Americans' (e.g., DeNavas-Walt, Proctor, & Smith, 2013; Macartney, Bishaw, & Fontenot, 2013) . Therefore, if poverty were the sole cause of the Latino underrepresentation in our samples, we should have found similar underrepresentation among African Americans. Instead, we found African Americans overrepresented among offenders with mental health needs. The second reason poverty is an unlikely reason for our findings is that it has been cited as a risk factor for mental illness (Patel et al., 2010) and vice versa (Draine et al., 2002) . Thus, the higher rates of poverty among ethnic minorities should be associated with higher rates of mental illness among Latino offenders, but we did not find this in our analyses. Although the poverty argument may help to explain the overrepresentation of other ethnicities with mental illness in prisons, it does not explain the underrepresentation of Latinos with mental health needs that we found.
Another possible explanation for our results that cannot be addressed with these data is the possibility of differences in the gender ratios among ethnicities. As we found in our Immigration status is a factor relevant to many Latino offenders that may also be related to mental illness. Alegría and colleagues (2008) found that mental illness rates were lower within immigrant Latinos than in those born in the U.S. (see also Burnam et al., 1987; Vega et al., 1998), but Gonzalez, Haan, and Hinton (2001) found that the risk of depressive disorders may increase when the individual is also an immigrant, bicultural, or less acculturated. Our data do not include a way to explore the differences in whether Latino offenders immigrated to or were born in the U.S., but other researchers have argued that Latino immigrants are actually less likely to commit crimes than are U.S.-born Latinos and citizens in general (Butcher & Piehl, 2007; Hagan & Palloni, 1999; Reid, Weiss, Adelman, & Jaret, 2005 
During incarceration.
A plausible explanation for our findings is that Latino offenders are less likely to be identified as having mental health needs while in prison. Many of the explanations for why Latinos with mental illness may go unidentified in prison are comparable to the reasons they do not receive treatment in the community. We may sort these explanations into two categories: offenders' lack of treatment-seeking, and facility limitations in identification.
Lack of treatment-seeking.
There are several reasons that Latinos may be less likely to seek mental health treatment than offenders of other ethnicities. Latino offenders may be particularly sensitive to the stigma of receiving psychiatric services (Gonzalez, 1997). Indeed, Alvidrez (1999) found that, compared to other ethnic groups, Latinos in the community attached more stigmatization to mental disorders. Such stigma could be exacerbated in the prison environment, where any sign of vulnerability can be dangerous (Edgar & O'Donnell, 1998) . It is also possible that Latino offenders seek help for mental illness symptoms that do not include mental health treatment providers, such as through prayer or other spiritual methods (Ruiz, 1985;  also see Larkey, Hecht, Miller, & Alatorre, 2001 , for an examination of faith's role in medical care seeking). If it is the case that Latino offenders are less likely to seek care, or that they express symptoms differently, then it is important for treatment providers to take steps to reduce stigma, and use culturally-sensitive methods of assessment. An additional challenge to prisons' ability to identify Latinos with mental health needs may be bilingualism. Although the ideal scenario is to have a clinician who is fluent in the patient's primary language, there are few Spanish-speaking mental health professionals in prisons (Williams, 1985; see also Bischoff & Hudelson, 2010; and Drissel, 2003) , and even bilingual clinicians lack training and often struggle to use both languages in their work (Verdinelli & Biever, 2009 ). The lack of Spanish-speaking clinicians makes it difficult to accurately assess some offenders' needs, and perhaps discourages some from seeking help for their symptoms (e.g., Fiscella et al., 2002; Kim et al., 2011) . Per department policy, interpreters are provided when there is a need (Arizona Department of Corrections, 2013; State of California, 2014), but facilities cannot control whether an offender with limited English fluency requests an interpreter during assessments or thereafter chooses to receive treatment through an interpreter.
Offenders are likely hesitant to invite a third party to discuss sensitive mental health-related information, and even so, clinicians face many challenges to appropriately integrate interpreters into their interactions with clients (Tribe, 2009). Further compounding the language differences is that self-report assessment tools may be used to screen for mental illness, but may not be available in Spanish (see Eno Louden, Skeem, & Blevins, 2013) .
Limitations
We acknowledge that these data are not equipped to comprehensively assess ethnic disparities in mental illness identification. First, there are some limitations in generalizability.
Latinos are a heterogeneous group, and these aggregate data could not differentiate among subgroups (i.e., of Cuban, Mexican, Puerto Rican, South or Central American descent). We are encouraged by the fact that the majority of U.S. Latinos identify as being of Mexican origin, and the two states from which we sampled rank among the top five with the highest number of Latinos of Mexican origin (U.S. Department of Commerce, 2011), but accounting for origin may be important to address in future studies as there may be a cultural element to the expression of mental illness (López & Guarnaccia, 2000 Steadman et al., 2009; see also Torrey et al., 2010) , and that
Arizona's was near that as well (25.8%). Therefore, we believe that the number offenders designated as having mental health needs but not having a diagnosable disorder was minimal in our samples.
The second type of limitation is in the control we can exercise in our analyses. The data from Arizona were delivered to us in aggregate form, and we could not account for differences being due to variables other than ethnicity (e.g., age, gender, etc.). Additionally, California's data classification reflects the parolee's mental health designation at the time our database was captured (2006) , rather than at the time of actual release to parole (2004) . Although our California sample was comprised of new releases, it is likely that some parolees' designations changed by the time our database was captured (e.g., 2004 parolees who recidivated and were rereleased could have a new designation by 2006). On the other hand, the benefit of our data is that they allowed us to examine the proportion of offenders with mental disorder who were actually identified by the corrections agencies-given that the responsibilities of identification and treatment of mental illness are the agency's, these data provide a glimpse into what proportion of these offenders are likely receiving treatment, which was our question of interest.
With the limitations to these data, we recommend cautious interpretation of our findings, but emphasize the importance of such research and its replication.
Implications
Whatever the source of the discrepancy we found, it is most important that the research into the discrepancy continue. Although this study has clear limitations in its control over other variables, our findings draw attention to a much-neglected area of mental health and criminal justice research, and these results have implications that go far beyond the individual mental health needs of Latino offenders. If Latinos as a group are differentially affected by elements that take place before incarceration (so that fewer Latinos with mental illness are incarcerated), it is important to determine why this occurs.
The possibility of the systematic (albeit unintentional) neglect of an already disadvantaged group will hopefully pique corrections agencies and lawmakers to action. Not only is there legal precedent for nondiscrimination based on ethnicity, but there may also be opportunity to increase the safety and effectiveness of correctional interventions. For example, Latino prisoners are much more likely to commit suicide than African Americans (Fazel, Cartwright, Norman-Nott, & Hawton, 2008; Way, Miraglia, Sawyer, Beer, & Eddy, 2005) .
Because a psychiatric diagnosis is also a risk factor for prison suicide (Fazel et al., 2008; Way et al., 2005) it is vital that Latino offenders with mental illness be identified correctly so that they may receive treatment. Mental health treatment and other interventions cannot happen without identification, thus improper identification may have grave consequences.
Additionally, offenders with a mental illness are at much higher risk of reincarceration after release than are those without mental illness (Baillargeon, Binswanger, Penn, Williams, & Murray, 2009 ). Although their incarceration may not be directly due to mental illness (Peterson, effective only if mental health needs are also adequately addressed (Skeem, Manchak, & Peterson, 2011) . Thus, improving continuity of care in an unbiased manner is an important intervention that could help to reduce recidivism (Baillargeon et al., 2009 ).
As the Latino population continues to grow in the United States (Pew Research Center, 2011; U.S. Department of Commerce, 2011), we should also expect more Latinos to come in contact with corrections agencies. As such, facilities must be prepared to identify and treat those with mental health needs. Further research in this area will help determine areas of mental health assessment and treatment in prisons that need improvement, such as decreasing language barriers, establishing more culturally sensitive assessment tools, and educating offenders on the benefits of treatment. These steps will help ensure that Latinos have the same opportunities for treatment as other ethnicities. 
